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Abstract 
 
           (Study design) This study is a cross-sectional study done 
(Objectives) to determine the mode of delivery, fetal outcome and 
methods of prevention of teenage pregnancy.   
(Methodology) The study was done in O.M.H. in period starting 
from 1st June up to 31st December 2004, 230 teenage primigravida 
aged 15-19yrs (study group) and 206 adult primigravida aged 20-
25yrs (control group) who were admitted in the labour room in the 
same period. (Results) The rate of teenage pregnancy in the 
study was 4.3%. There was high prevalence of anaemia, poor 
ANC attendance, low educational level and low socioeconomic 
conditions among the majority of both groups. There was no 
significant difference in the mode of delivery, either vaginally or 
abdominally. Vaginal delivery (86%) 15-19yrs Vs (83.5%) 20-
24yrs. There is a significant difference in the instrumental 
deliveries in the teens (Ventouse and forceps) (4.3%), (5.7%) in 
15-19yrs  Vs (2.4%), (4.9%) in 20-25yrs. (4.9%), (6.6%) in 15-
16yrs  Vs (4.1%), (5.2%) in 17-19yrs. Operative deliveries were 
(14%) in 15-19yrs Vs (16.5%) in 20-25yrs.  
     There was no significant difference in the rate of preterm 
labour, LBW, Apgar score and stillbirths. Preterm (9.1% Vs 
10.1%), in teens and adult respectively, 16.4% Vs 6.5%.  Apgar 
score <10/10 (13.9% Vs 12.6%) stillbirth rate (47.8 Vs 48.5/1000) 
respectively, (82 Vs 35.5/1000) (Conclusion) Age has a little role 
in the mode of delivery and fetal out come, better results can be 
obtained only by improving educational level and socioeconomic 
status not by methods preventing the pregnancy.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 ﻣﻠﺨﺺ ﺍﻷﻃﺮﻭﺣﺔ
 
  
 ﺍﳉﻨﲔ ﺍﳌﻮﻟﻮﺩ ﻭ ﻃﺮﻕ ﻣﻌﺮﻓﺔ ﻧﻮﻉ ﺍﻟﻮﻻﺩﺓ، ﺻﺤﺔ: ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻫﻰ ﺩﺭﺍﺳﺔ ﻟﻠﻤﻘﺎﺭﻧﺔ، ﺃﺟﺮﻳﺖ ﻟﺘﺤﻘﻴﻖ ﺍﻷﻫﺪﺍﻑ ﺍﻟﺘﺎﻟﻴﺔ
  .ﺳﻨﺔ91-51ﻛﻴﻔﻴﺔ ﺗﻘﻠﻴﻞ ﺣﺪﻭﺙ ﺍﳊﻤﻞ، ﺫﻟﻚ ﻟﺪﻯ ﺍﳌﺮﺍﻫﻘﺎﺕ ﺍﳊﻮﺍﻣﻞ ﻷﻭﻝ ﻣﺮﺓ ﺍﻟﻼﺋﻲ ﺗﺘﺮﺍﻭﺡ ﺃﻋﻤﺎﺭﻫﻦ ﺑﲔ 
ﺃﺟﺮﻳﺖ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﲟﺴﺘﺸﻔﻰ ﺃﻣﺪﺭﻣﺎﻥ ﺍﻟﺘﻌﻠﻴﻤﻲ ﻟﻠﻮﻻﺩﺓ ﰲ ﺍﻟﻔﺘﺮﺓ ﻣﻦ ﺍﻷﻭﻝ ﻣﻦ ﻳﻮﻧﻴﻮ ﺇﱃ ﺍﳊﺎﺩﻱ ﻭﺍﻟﺜﻼﺛﻮﻥ ﻣﻦ 
- 51 ﻣﻦ ﺍﳌﺮﺍﻫﻘﺎﺕ ﺍﻟﻼﺋﻲ ﲪﻠﻦ ﻷﻭﻝ ﻣﺮﺓ ﻭ ﺃﻋﻤﺎﺭﻫﻦ ﺗﺘﺮﺍﻭﺡ ﺑﲔ 032ﰎ ﺇﺧﺘﻴﺎﺭ ﻋﺪﺩ . 4002ﺩﻳﺴﻤﱪ ﻟﻠﻌﺎﻡ 
 52-02 ﻣﻦ ﺍﻟﻼﺋﻲ ﲪﻠﻦ ﻷﻭﻝ ﻣﺮﺓ ﻭﺃﻋﻤﺎﺭﻫﻦ ﺗﺘﺮﺍﻭﺡ ﺑﲔ 602ﻭﻣﻘﺎﺭﻧﺘﻬﻦ ﻣﻊ ( ﳎﻤﻮﻋﺔ ﻟﻠﺪﺭﺍﺳﺔ) ﺳﻨﺔ 91
  . ﻭﺫﻟﻚ ﺑﻌﺪ ﺩﺧﻮﳍﻦ ﻏﺮﻓﺔ ﺍﻟﻮﻻﺩﺓ ﺑﻌﺪ ﺑﺪﺀ ﺁﻻﻡ ﺍﳌﺨﺎﺽ، ﰲ ﻧﻔﺲ ﺍﻟﻔﺘﺮﺓ ﺍﳌﺬﻛﻮﺭﺓ ﺃﻋﻼﻩ( ﳎﻤﻮﻋﺔ ﻟﻠﻤﻘﺎﺭﻧﺔ)ﺳﻨﺔ
، ﺍﳊﻀﻮﺭ ﳌﺘﺎﺑﻌﺔ (ﺍﻷﻧﻴﻤﻴﺎ)ﻛﺎﻥ ﻣﻌﺪﻝ ﻓﻘﺮ ﺍﻟﺪﻡ %. 3.4 ﺣﺪﻭﺙ ﺍﳊﻤﻞ ﻟﺪﻯ ﺍﳌﺮﺍﻫﻘﺎﺕ ﰲ ﻓﺘﺮﺓ ﺍﻟﺪﺭﺍﺳﺔ ﻛﺎﻥ ﻣﻌﺪﻝ
ﺍﳊﻤﻞ ﰲ ﺍﻟﻌﻴﺎﺩﺍﺕ ﺍﳌﺨﺼﺼﺔ ﻟﺬﻟﻚ، ﺍﳌﺴﺘﻮﻯ ﺍﻟﺘﻌﻠﻴﻤﻲ ﻭ ﺍﻟﻮﺿﻊ ﺍﻹﻗﺘﺘﺼﺎﺩﻱ ﻭﺍﻹﺟﺘﻤﺎﻋﻲ ﻣﺘﺪﻧﻴﺎﹶ ﺟﺪﺍﹶ ﻟﺪﻯ ﻛﻞ 
  .ﺍﻤﻮﻋﺎﺕ ﰲ ﺍﻟﺪﺭﺍﺳﺔ
ﻟﺪﻯ ﺍﻤﻮﻋﺘﲔ، ﻣﻌﺪﻝ ﺍﻟﻮﻻﺩﺓ ﺍﳌﻬﺒﻠﻴﺔ ﻟﺪﻯ (  ﻣﻬﺒﻠﻴﺎﹶ ﺃﻭ ﺟﺮﺍﺣﻴﺎﹶ)ﻻ ﻳﻮﺟﺪ ﻫﻨﺎﻙ ﻓﺮﻕ ﻭﺍﺿﺢ ﰲ ﻧﻮﻉ ﺍﻟﻮﻻﺩﺓ 
 ﻳﻮﺟﺪ ﻓﺮﻕ ﻭﺍﺿﺢ ﻟﻠﻮﻻﺩﺓ. ﻣﻦ ﻟﺪﻱ ﳎﻤﻮﻋﺔ ﺍﳌﻘﺎﺭﻧﺔ% 6.38ﻣﻘﺎﺭﻧﺔ ﺏ ( ﺳﻨﺔ91-51%)68ﺍﳌﺮﺍﻫﻘﺎﺕ ﻛﺎﻥ 
، %7.5ﻭ%3.4ﻟﺪﻯ ﺍﳌﺮﺍﻫﻘﺎﺕ : ﻛﺎﻧﺖ ﻛﺎﻵﰐ( ﺍﳉﻔﺖ) ﻭﺍﳌﻠﻘﻂ ( ﺍﻟﻔﻨﺘﻮﺱ)ﺑﻮﺍﺳﻄﺔ ﺍﶈﺠﻢ ﺍﻟﺴﻮﻳﺪﻱ 
ﻻ ﻳﻮﺟﺪ ﻓﺮﻕ ﻭﺍﺿﺢ ﺑﲔ ﻣﻌﺪﻝ ﺣﺪﻭﺙ ﺍﻟﻮﻻﺩﺍﺕ . % 6.6ﻭ%9.4ﻮﻋﺔ ﺍﳌﻘﺎﺭﻧﺔ ، ﻟﺪﻯ ﳎﻤ% 9.4ﻭ%4.2
ﻣﻌﺪﻝ . ﺍﳌﺒﻜﺮﺓ، ﺍﻟﻮﺯﻥ ﺍﻟﻨﺎﻗﺺ ﳊﺪﻳﺜﻲ ﺍﻟﻮﻻﺩﺓ، ﻣﻌﺪﻝ ﺃﺑﻘﺎﺭ ﻭ ﻣﻌﺪﻝ ﺣﺪﻭﺙ ﻭﻓﻴﺎﺕ ﺍﻷﻃﻔﺎﻝ ﺃﺗﻨﺎﺀ ﻭﺑﻌﺪ ﺍﻟﻮﻻﺩﺓ
ﻣﻌﺪﻝ ﺣﺪﻭﺙ %. 4.61ﻤﻮﻋﺔ ﺍﳌﻘﺎﺭﻧﺔ، % 1.01ﻟﻠﻤﺮﺍﻫﻘﺎﺕ، % 1.9: ﺣﺪﻭﺙ ﺍﻟﻮﻻﺩﺓ ﺍﳌﺒﻜﺮﺓ ﻛﺎﻥ ﻛﺎﻵﰐ
ﻣﻌﺪﻝ ﺃﺑﻘﺎﺭ %. 8.23ﻤﻮﻋﺔ ﺍﳌﻘﺎﺭﻧﺔ، % 3.21ﻟﻠﻤﺮﺍﻫﻘﺎﺕ، % 8.41ﺍﻟﻮﺯﻥ ﺍﻟﻨﺎﻗﺺ ﳊﺪﻳﺜﻲ ﺍﻟﻮﻻﺩﺓ ﻛﺎﻵﰐ 
ﻣﻌﺪﻝ ﺣﺪﻭﺙ ﻭﻓﻴﺎﺕ ﺍﻷﻃﻔﺎﻝ ﺃﺛﻨﺎﺀ . ﻤﻮﻋﺔ ﺍﳌﻘﺎﺭﻧﺔ% 7.01ﻟﻠﻤﺮﺍﻫﻘﺎﺕ، .% 41: ﺩﻗﺎﺋﻖ ﻛﺎﻥ ﻛﺎﻵﰐ– 5ﺑﻌﺪ
 . 0001/28 ﻟﺪﻯ ﳎﻤﻮﻋﺔ ﺍﳌﻘﺎﺭﻧﺔ، 0001/5.84 ﻟﺪﻯ ﺍﳌﺮﺍﻫﻘﺎﺕ، 0001/8.74: ﻭﺑﻌﺪ ﺍﻟﻮﻻﺩﺓ ﻛﺎﻵﰐ
ﻭﻟﻠﺤﺼﻮﻝ . ﳉﻨﲔ ﺍﳌﻮﻟﻮﺩﻋﻠﻰ ﻧﻮﻉ ﺍﻟﻮﻻﺩﺓ ﻭﺻﺤﺔ ﺍﻃﻔﻴﻔﺎﹰ ﻭﻳﺴﺘﺨﻠﺺ ﻣﻦ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻥ ﺍﻟﻌﻤﺮ ﻟﺪﻯ ﺍﳊﺎﻣﻞ ﻳﺆﺛﺮ ﺗﺄﺛﲑﺍﹶ 
ﻋﻠﻰ ﻧﺘﺎﺋﺞ ﺟﻴﺪﺓ ﻣﻦ ﺍﳊﻤﻞ ﻟﺪﻯ ﺍﳌﺮﺍﻫﻘﺎﺕ ﳚﺐ ﻧﺸﺮ ﺍﻟﺘﻌﻠﻴﻢ ﻭﲢﺴﲔ ﺍﻟﻈﺮﻭﻑ ﺍﻹﻗﺘﺼﺎﺩﻳﺔ ﻭﺍﻹﺟﺘﻤﺎﻋﻴﺔ ﻟﺪﻳﻬﻦ ﻭﻟﻴﺲ 
  .  ﲟﻨﻊ ﺣﺪﻭﺙ ﺍﳊﻤﻞ
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Introduction 
 
Adolescent Pregnancy 
Alternate Names: Pregnancy - Teenage, Teenage Pregnancy 
Definition: 
 Teenage pregnancy is defined as pregnancy occurring in a 
woman age less than 20 years, alternative name is adolescence 
pregnancy. 
The scope of the problem globally: 
In the mid-1970s, the United States was told that it had an 
"epidemic" of teenage pregnancy (1) Ever since then, despite a 
general downward trend in the pregnancy rate among sexually 
experienced girls and women from 15 to 19 years old (2) too-early 
childbearing has attracted a great deal of interest, not just from the 
medical community but from every segment of society.  
The facts are that, in 1992, 12.7 percent of all live births were to 
mothers less than 20 years old; These percentages are for live 
births only; approximately 14 percent of the more than 1 million 
pregnancies in girls and women under the age of 20 results in 
miscarriages and 35 percent in induced abortions Moreover, 
pregnancy and birth rates among teenagers are higher in the 
United States than in most developed countries (2) 
During the last quarter century, there has been an overall decline 
in the teenage pregnancy rate in Canada, perhaps reflecting the 
availability of contraceptives, and the increased awareness of the 
risks of unprotected sex brought about by the AIDS epidemic. 
Nevertheless, in 1997, an estimated 19,724 women aged 15 to 19 
gave birth, and a slightly larger number in this age range —
21,233—had an abortion. (3) 
Child marriages and teenage pregnancies are common 
phenomena in India, in spite of the legal constraints viz. legal age 
of marriage for women being 18 years as per amendment of 1978, 
Government of India and the recommendation that first child birth 
should be after 20 years of maternal age (4) In rural areas, the 
incidence of teenage pregnancies is as high as 21.12% (5) 
Maternal age is an important factor in determination of obstetric 
outcome of pregnancy. (6) 
The social stigma that once attended out-of-wedlock 
pregnancy may have diminished; however, the risks of serious 
health consequences remain for babies born to mothers still in 
their teens. Children of teenagers are more 
likely to have low birth weights, and to suffer the associated health 
problems. (7) 
Pregnant teens themselves are also at greater risk of health 
problems, including, for example, anemia, hypertension, renal 
disease, eclampsia and depressive disorders. (8, 9) As well, 
teenagers who engage in unprotected sex are putting their own 
health at risk of sexually transmitted infections. (1)  
Teenage pregnancy also has economic consequences. 
Childbearing may curtail education and thereby reduce a young 
woman’s employment prospects in a job market that requires ever-
higher levels of training. (1,10) In addition, recessions in the early 
1980s and 1990s meant that to maintain an adequate standard of 
living, dual earning became the norm in many Canadian 
households, (11) But teenagers who give birth, particularly at ages 
15 to 17, are likely to be single. Consequently, most teenage 
mothers lack a partner to contribute to the household income. (8) 
 Sudan is the widest country in Africa; the Sudanese people are 
formed from different ethnic, religious and social groups. 
Concerning early marriage is considered as a social habit in all, 
especially in the rural areas. The demographic and economical 
changes in the last two decades results mainly due to mass 
internal migration, because of famine and draught, towards the big 
towns mainly to the capital, seeking for work, studying and having 
better life opportunities. Those migrants, most of them live in 
poverty, lack of education, under nutrition. In these low 
socioeconomic conditions, usually teenage pregnancy rate 
increases, associated with what we call illegitimatepregnancy rate 
increases, associated with what we call illegitimate pregnancy in 
some cases. 
 There were no extensive researches in this issue, but it differ from 
the developed courtiers, that the majority, almost all pregnancies 
results as a sequence of legal marriage according to strict religious 
and social rules. Study of late pregnancy complications, labour and 
outcome of teenage primigravida age 12-19yrs was done in 
K.N.T.H., and compared with primigravida age 20-24yrs in 1993. 
To clarify how the problem is extended. The incidence of teenage 
pregnancy in this study was found to be 10.1%. It concluded that 
apart from hi study was found to be 10.1%. It concluded that apart 
from high incidence of anaemia, low birth weight and perinatal 
mortality that are explained by poor ANC and low socioeconomic 
status, as well as old women, if they were offered equal care and 
socioecnomic status improved. (12) 
come and change in the mode of delivery. In Sudan the issue is 
not studied extensively, so this study was carried out to add more 
about the issue of teenagers.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Terminology 
Adolescent, teenage 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Objectives 
To determine the impact of teenage pregnancy in: 
 
(1)  Mode of delivery. 
(2)  Fetal outcome.                       
(3) Methods of prevention.  
 
 
 
 
 
 
 
 
 
 
Literature Review 
Adolescent pregnancy 
TRENDS IN ADOLESCENT CHILDBEARING 
Overview  
       Approximately 1 million teenagers become pregnant in the 
United States each year; most of these pregnancies are among 
older teenagers, i.e., those 18 or 19 years old. (13) Approximately 
51% of teenage pregnancies end in live births, 35% end in induced 
abortion, and 14% result in a miscarriage or stillbirth. (1, 13, 14, 15, 16) 
Historically, the highest teenage birth rates in the United States 
were during the 1950s and 1960s before the legalization of 
abortion and the development of many forms of contraception. (17) 
After the legalization of abortion in 1973, birth rates for US females 
15 to 19 years old decreased sharply until 1986, when rates again 
rose steadily until 1991. Decreases have occurred every year since 
1992.(13, 18) Although these decreases are viewed with much 
optimism, the teenage birth rate in 1996 (54.7 live births/1000), 
was still higher than the rate for 1980. (13)  
      Other trends in teenage pregnancy statistics are equally 
worrisome. Although birth rates have been decreasing steadily for 
white and black teenagers in recent years, 1996 is only the first 
year that birth rates have dropped for Hispanic teenagers.(18) 
Although birth rates have dropped for older teenagers, 15- to 19-
year-olds, they have remained stable for adolescents younger than 
15 years.(17) Also, once a teenager has had one baby, she is at 
increased risk for having another. Approximately 25% of teenage 
births are not first births.(13) 
SEXUAL ACTIVITY 
      The percentage of American adolescents who are sexually 
active has increased significantly in recent years. Currently, 56% of 
girls and 73% of boys have had sexual intercourse before 18 years 
of age.(16, 19) The average age of first intercourse has decreased to 
age 17 years for girls and 16 years for boys.(20) Approximately 
1/4 of youth report first intercourse by 15 years of age.(1,19) Younger 
teenagers are especially vulnerable to coercive and 
nonconsensual sex. Involuntary sexual activity has been reported 
in 74% of sexually active girls younger than 14 years and 60% of 
those younger than 15 years.(1) Sexually active youth, like older 
unmarried adults, usually develop a pattern called serial 
monogamy over time, which is characterized by monogamous, 
short-lived relationships with successive partners. Current surveys 
indicate that 19% of sexually active high school students report 
having had four or more successive sexual partners.(1, 19) 
      There are several predictors of sexual intercourse during the 
early adolescent years. Including early pubertal development, a 
history of sexual abuse, poverty, the lack of attentive and nurturing 
parents, cultural and family patterns of early sexual experience, a 
lack of school or career goals, and poor school performance or 
dropping out of school.(1,14,15,16) Factors associated with a delay in 
the initiation of sexual intercourse include living with both parents 
in a stable family environment, regular attendance at places of 
worship, and increased family income.(1, 16, 19)  
CONTRACEPTIVE USE 
      Despite increasing use of contraception by adolescents at the 
time of first intercourse 50% of adolescent pregnancies occur 
within the first 6 months of initial sexual intercourse.(1, 21) Many 
adolescents who use contraceptives that require a prescription or 
clinician insertion delay seeing a clinician for a contraceptive 
prescription until they have been sexually active for 1 year or 
more.(1) Adolescent women, like adult women, have changed in 
their preferences for contraceptive methods in recent years, with 
decreases in pill use and increases in inject able contraceptive 
use.(22) Factors associated with increased consistent contraceptive 
use among sexually active youth include academic success in 
school, anticipation of a satisfying future, and being involved in a 
stable relationship with a sexual partner.(13) 
 Adolescents at Risk of Becoming Parents  
      Poverty is correlated significantly with adolescent pregnancy in 
the United States. Although 38% of adolescents live in poor or low-
income families, ~83% of adolescents who give birth and 61% who 
have abortions are from poor or low-income families. At least one 
third of adolescents who become parents (males and females) are 
themselves the product of a teenage pregnancy. Approximately 
50% to 60% of adolescents who become pregnant have a history 
of childhood sexual or physical abuse.(1) 
 
Increased Rates of Unmarried Childbearing  
      The birth rate to unmarried female adolescents has been rising 
steadily for the last 30 years. In 1993, 72% of all births to 
adolescents were outside of marriage.(18) The increasing birth rate 
to unmarried adolescents is primarily attributable to the tripled rate 
of births to unmarried white adolescents. Birth rates for unmarried 
adults also have risen dramatically so that, at present, adolescents 
accounts for a smaller percentage of total out-of-wedlock births 
than in 1970: 30% in 1993 versus 50% in 1970. Births to unmarried 
teenagers reflect a larger societal trend toward single 
parenthood.(18, 22) 
Unintended versus Intended Pregnancy  
      Greater than 90% of 15- to 19-year-olds describe their 
pregnancies as being unintended, and >50% of those unintended 
pregnancies end in abortion.(23) Compared with 35% of adolescent 
pregnancies overall.(13) Some adolescent pregnancies are intended 
because the young woman is motivated to become pregnant and 
have children. Like adults, adolescents give many reasons for 
wanting to have children; the reason some adolescents are 
motivated to be mothers at an early age are unclear. (14) 
Comparison with International Statistics  
      The United States has the highest adolescent birth rate of all 
developed countries, despite sexual activity rates that are similar or 
higher among Western European teenagers than rates observed 
for teenagers in the United States.(14,21,22) For every 1000 females 
15 to 19 years of age in 1992, 4 gave birth in Japan, 8 in The 
Netherlands, 33 in the United Kingdom, 41 in Canada, and 61 in 
the United States. (13) Some individuals erroneously believe that the 
higher birth rate for American adolescents compared with their 
peers in other countries is attributable solely to high birth rates 
among American minorities. However, non-Hispanic white 
adolescents in the United States have higher birth rates than the 
birth rates for teenagers observed in any other developed 
country.(1,18) The reasons for this contrast are unclear, but 
European teenagers may have greater access to and acceptance 
of contraception. The contrast also may be related to the universal 
sexuality education that exists in some European countries. 
Welfare benefits tend to be more generous in Europe than in the 
United States; thus, it is unlikely that the present welfare system 
motivates American teenagers to have children.  
Medical Risks of Adolescent Pregnancy 
      Pregnant adolescents younger than 17 years (15-16yrs) have 
a higher incidence of medical complications involving mother and 
child than do adult women, although there are emerging data that 
these risks may be greatest for the youngest teenagers below 
15yrs. (22, 24) The incidence of low birth weight (<2500 g) is more 
than double the rate for adults, and the neonatal death rate (within 
28 days of birth) is almost three times higher.(20,25) Adolescent 
pregnancy has been associated with other medical problems, 
including poor maternal weight gain, prematurely (birth at <37 
weeks' gestation), pregnancy-induced hypertension, anemia, and 
sexually transmitted diseases. 
      Whether biological or social factors account for most medical 
complications is unclear. Recent reports address this 
controversy.(26,27) The only biological factors that have been 
associated consistently with negative pregnancy results are low 
prepregnancy weight and height, parity, and poor pregnancy 
weight gain.(26) Many social factors have been associated with poor 
birth outcomes, including poverty, unmarried status, low 
educational levels, drug use, and inadequate prenatal care. (28) A 
combination of biological and social factors may contribute to poor 
outcomes in adolescents.   
Psychosocial complications of adolescent pregnancy 
      Psychosocial problems implicated in adolescent pregnancy 
include school interruption, persistent poverty, limited vocational 
opportunities, separation from the child's father, divorce, and 
repeat pregnancy. Researches during the past decade, however, 
suggest that long-term negative social outcomes are not inevitable. 
Several long-term follow-up studies indicate those 2 decades after 
giving birth, most teenage mothers are not welfare-dependent; 
many have completed high school and many have secured regular 
employment, and they do not necessarily have large families.(29,30) 
Comprehensive adolescent pregnancy programs seem to 
contribute to the good outcomes.(29)  
      When pregnancy does interrupt an adolescent's education, a 
history of poor academic performance usually exists.(14) Having 
repeated births before 18 years of age has a negative effect on 
high school completion.(30, 31, 32)  
Children of teenage parents 
      Researches during the past decade support the common belief 
that children of adolescent mothers do not fare as well as do 
children of adult mothers from a psychosocial perspective.(30,33) 
These children have an increased risk of developmental delay, 
academic difficulties, behavioral disorders, substance abuse, and 
becoming adolescent parents themselves.  
      Current theory suggests that teenagers do not possess the 
same level of maternal skills, as do adults. Although there is no 
evidence that teenage mothers are more likely to abuse their 
children. Adolescents actually may be more neglectful of their 
children.(33) Although current political climate tends to require that 
adolescent mothers live at home with their own families to qualify 
for government assistance. There is mounting evidence that except 
for the youngest adolescents, intensive involvement of the 
adolescent's mother in rearing of the child may be deleterious for 
the adolescent and her child.(28,34) Many adolescent parenting 
programs are exploring ways to involve the families of the 
parenting adolescent in child care activities that are helpful.  
Adolescent pregnancy prevention 
Although the prevention of unintended adolescent pregnancy is a 
primary goal of the developed countries, many adolescents 
continue to become pregnant. Many studies and programs have 
addressed the challenging issue of prevention of adolescent 
pregnancy. Because adolescent pregnancy is a multifaceted 
problem, it demands multidimensional solutions that should be 
tailored to the needs of individual communities. (35) Most successful 
programs include multiple and varied approaches to the problem, 
such as abstinence promotion, contraception availability, sexuality 
education, school completion strategies, and job training. Primary 
prevention (first pregnancy) and secondary prevention (repeat 
pregnancy) programs are both needed, with particular attention to 
the adolescents who are at highest risk for becoming pregnant and 
innovative programs that include males. (28, 36, 37) Parents, schools, 
religious institutions, physicians, social agencies, government and 
adolescents all have roles in successful prevention programs.  
      Teenage pregnancy also has economic consequences. 
Childbearing may curtail education and thereby reduce a young 
woman’s employment prospects in a job market that requires ever-
higher levels of training. (10,17) In addition, recessions in the early 
1980s and 1990s meant that to maintain an adequate standard of 
living, dual earning became the norm in many Canadian 
households, (38) But teenagers who give birth, particularly at ages 
15 to 17, are likely to be single. Consequently, most teenage 
mothers lack a partner to contribute to the household income. (28) 
Fetal loss 
Since 1974, it has been estimated that fewer than 10% of teenage 
pregnancies have ended in fetal loss (miscarriage or stillbirth; 
However, fetal loss is underreported. While counts of 
stillbirths are virtually complete, it is difficult to estimate 
miscarriages because they may not come to the attention of the 
medical care system.(34) 
Recent studies done concerning this issue. 
          There were significantly higher complication rates, especially 
anaemia, preterm delivery, low birth weight and neonatal 
admission. After controlling for utilization of antenatal care, 
significant differences were observed only in the incidence of low 
birth weight babies. (39) 
      In the period studied, for the teenage mothers under age 15, 
the respective rates for late fetal mortality, neonatal mortality, and 
infant mortality were 41.9 per 1000 live births, 5.1 per 1000 live 
births, 15.2 per 1 000 live births, and 27.4 per 1 000 live births. For 
the adolescents from 15 to 19 years, the corresponding rates were 
19.3, 4.1, 8.1, and 16.6; for the women 20-34 years old, they were 
26.8, 5.0, 6.7, and 12.1. The adolescents under 15 had higher 
risks of maternal mortality and of fetal mortality, but those 
differences were not statistically significant. However, the younger 
adolescents did have significantly higher risks of neonatal mortality 
and of infant mortality. In comparison to the women 20-34 years 
old, the teenage mothers from 15 to 19 years old had significantly 
lower risks of fetal mortality but significantly higher risks of 
neonatal mortality and of infant mortality. Among both the older 
teenage mothers and the mothers 20-34 years old there was a 
significant downward trend in maternal, fetal, neonatal, and infant 
mortality rates in the period studied; in the younger adolescents 
only neonatal mortality and infant mortality declined significantly. 
There was a rising trend in the number of live births among the two 
groups of teenage mothers, but that trend was statistically 
significant only for the mothers under 15; among mothers 20-34 
years old there was a statistically significant downward trend.(40)  
      The incidence of nulliparous teenage pregnancies was 0.8%. 
As compared with women aged 20-24 years, women of 17 years 
or less were at higher risk of very preterm birth (p < 0.05). The 5-
min Apgar scores were not different between the two groups. 
Babies born to younger mothers had a significantly lower birth 
weight than those born to older mothers (p < 0.001); the incidence 
of a low birth weight (<2,500 g) was significantly lower in the 
control group (p < 0.04). There were no significant differences in 
distribution of mode of delivery, admission to the special care baby 
unit, antenatal complications, cesarean section indications, 
perinatal mortality rate, and early neonatal complications between 
the two groups.(41)  
      The teenage pregnancy rate in South Australia fell in the 1970s 
and 1980s, increased in the 1990s, but is declining at the turn of 
the century. Teenage abortions exceeded live births annually from 
1994, and in 2000 the teenage abortion, birth and pregnancy rates 
were 22.4, 18.3 and 40.8 per 1,000 respectively. The Australian 
rates, which are an underestimate, follow the South Australian 
trends and are declining but still much higher than in many western 
European countries. High socio-economic areas in South Australia 
have the lowest teenage pregnancy rates but the highest 
proportion of teenage pregnancies terminated. Teenagers who 
gave birth were more likely than older women to be Australian-
born, Aboriginal, smokers during pregnancy (47% vs. 23%), to 
attend few antenatal visits, and to have preterm, small-for-
gestational-age and low birth weight babies and neonatal deaths. 
Perinatal mortality has halved among teenagers under 17 years in 
the past decade.(42) 
      Among a total of 11 496 patients, 600 (5.2%) were 16-17 years 
old, 2097 (18.2%) were 18-19 years old and the remaining 8799 
(76.6%) were 20-24 years old. Lack of prenatal care was common 
in the youngest mothers. Rates of preterm delivery were 14.2%, 
9.8% and 8.8% in the three age groups, respectively (p < 0.05). 
Rates of malformations, small for gestational age, LBW and very 
LBW were also significantly higher in the youngest mothers. Rates 
of pregnancy-induced hypertension, operative delivery and 
Cesarean delivery were not significantly different among the three 
age groups.(43) 
      The incidence of complications of pregnancy like anaemia, 
pregnancy induced hypertension and antepartum hemorrhage 
were similar in study and control groups. Pregnancy weight gain, 
prelabour rupture of membranes and gestational diabetes were 
significantly lower among teenage mothers. The normal mode of 
delivery was commoner in teenagers (89.5%) in comparison to 
control group (72%), probably because of higher number of low 
birth weight babies. Although in study group the mean birth weight 
was lower and the incidence of preterm labour and small for 
gestational age infants higher, there was also increased incidence 
of large for gestational age infants. While there was no difference 
in the types of labour, there were lower caesarean and 
instrumental deliveries. A statistically non-significant higher 
incidence of perinatal deaths was observed in teenagers. (44) 
     The 2 most common antenatal complications were anaemia 
and preterm labour. Vaginal delivery was achieved in 7.2%; 21.2% 
of babies born weighed less than 2.5 kg. (45)         
      The patients' mean age was 18.24 years and their mean 
gestational age was 38.2 weeks. The newborns' mean birth weight 
was 3093.05 g and their mean birth height was 45.75 cm. Apgar 
score in the 1st minute was 6.79 and at the 5th minute 8.37. 
Cesarean section rate was 28.5%. The most common causes 
were pregnancy-induced hypertension (PIH) and breech delivery. 
There were 32 stillborns and 5 early neonatal deaths. The most 
frequent obstetric complications were PIH (14.5%), preterm 
delivery (7.0%), and low birth weight (< 2000 g) (10.2%). The 
pregnant adolescents with obstetric problems (44.4%) had poor 
obstetric results. (46)  
      Mean age of teenagers and older age group was 17.6 +/- 1 
and 28.6 +/- 5.7 years, respectively. Statistically significant 
difference (p < 0.05) was observed in the following variables when 
teenagers were compared to the older age group: ANC attendance 
60.9% versus 74.8%; 150 CPD 11.8% versus 2.1%; prolonged 
labour 9.2% versus 5.6%; delayed second stage 18.3% versus 
4.4%; preterm delivery 21.8% versus 11.3%; assisted delivery 
21.8% versus 9.3% and LBW 27% versus 10%. No significant 
difference was observed in the mean Apgar score and stillbirth rate 
in the 2 groups. (47) 
      Results showed proportion of low birth weight baby to be 
significantly greater in teenagers (p < 0.001). Operative 
interference was significantly greater in adult pregnancies (p < 
0.001). Though stillbirth and preterm delivery was more in cases, 
difference was not statistically significant. Similarly toxaemia of 
pregnancy, premature rupture of membrane, placenta praevia, and 
accidental haemorrhage though more in adult pregnancies was 
statistically not significant. There were no differences in congenital 
anomaly between cases and controls. But breech deliveries were 
significantly (p < 0.001) more in adults.(48)                 
      Compared with mothers aged 20-24 years, adjusted risks of 
neonatal is significantly increased among mothers aged 13-15 
years (odds ratios = 2.7) and among those aged 16-17 years (odds 
ratios = 1.4),  Rates of very preterm birth (< or = 32 weeks), 
according to maternal age, were: 13-15 years, 5.9%; 16-17 years, 
2.5%; 18-19 years, 1.7%; and 20-24 years, 1.1%. The high rates of 
very preterm birth among young teenagers almost entirely 
explained the increased risk of neonatal mortality in this group. (49) 
      The percentage of adolescent pregnancies during this period 
was 9.8%. The incidence of pregnancy induced hypertension 
among adolescent women was 2.3% and 2.2% in women over 20 
years. The still birth rate was 2.4% in adolescent pregnancies and 
2.2% in women over 20 years. The incidence of breech 
presentation was 2.2% in both groups. There was a statistically 
significant difference (P < 0.001) in the incidence of low birth 
weight among live births between adolescents (33.6%) and women 
over 20 years (22.7%). Adolescent women had a caesarean 
section rate of 7% and a forceps delivery rate of 2.3% compared to 
11.4% and 2.0% in mothers over 20 years, a statistically significant 
difference.(50)   
       This study revealed that incidence of complications of 
pregnancy like anaemia, pregnancy induced hypertension (PIH) 
and preterm labours were significantly higher among teenage 
mothers. The normal mode of delivery was commoner in 
teenagers (82.5%) in comparison to control group (76.5%), 
probably because of higher number of low birth weight babies. The 
fetal outcome was significantly worse in teenage mothers with high 
incidence of perinatal mortality (8%) and low birth weight babies 
(35%). There was not a single newborn with birth weight above 
3500 gms, in teenage group, whereas, control group had 5 babies 
(2.5%).(51)            
      This study indicated that young maternal age was not a 
significant risk factor in terms of pregnancy outcome. Compared 
with their older counterparts, teenage mothers had a significantly 
increased risk of preterm labor (13.0% versus 7.0%), but a 
significantly decreased incidence of gestational glucose 
intolerance (3.1% versus 11.4%). In addition, the incidence of 
cesarean section was lower in teenagers (4.1%) than in older 
mothers (12.6%). The incidence of low birth weight was 
significantly higher among teenage mothers (13.5%) than older 
mothers (6.5%), but there were no significant differences in terms 
of mean birth weight, gestation at delivery, incidence of total 
preterm delivery, or perinatal morbidity or mortality. Although the 
perinatal outcome was generally good in this series of teenage 
pregnancies, any adverse effects of young maternal age could 
have been masked by the free prenatal care and social support 
available to the study group.(52) 
      There were no statistical differences between the two groups in 
obstetrical complications (infections, hypertension, and fetal 
deaths), birth weight and gestational age at delivery or apgar 
scores at birth. Adolescents were more likely to have mechanical 
extractions (forceps, vacuum) and less cesarean section although 
differences were not significant. On the other hand, prenatal care 
was significantly poorer in adolescents. These results are in 
accordance with the literature. It remains that the adolescent 
pregnancy rate is higher in Guadeloupe as compared to Europe or 
mainland France. Although these data do not suggest an elevated 
reproductive health risk for adolescents.(53) 
       Late pregnancy complications, labour and out come of 
teenage primigravida age 12-19 were studied in Khartoum North 
Teatchig Hospital, and compared with primigravida age 20-24. 
Over all incidence of teens was (10.1%) _ the youngest was 14 
old. Most of the adolescents were from the low socioeconomic 
status (66.5% versus 45.5%), most of them poor ANC. 
This study showed a significant increase in the incidence of 
anaemia (28.8% versus14.6%) and perinatal mortality 81/1000 
versus 30/1000. 
There was no significant difference in the incidence of pre-
eclamptic toxaemia (9.2% versus 7.5%), operative abdominal 
delivery (6.4% versus 6.7%), Forceps and Ventouse delivery 
(8.8% and 12%) and haemorrhage complication, APH (1.4% 
versus 1.2%) PPH (0.8% versus 0.9% also there was no 
significant difference in the presentation of the fetus, cephalic 
97.8% versus 95.8%, breech 1.7% versus 3.6% Face 0.7% versus 
0.3%, the incidence of multiple pregnancy 1.4% versus 1.8%. 
there was no increase incidence of prolonged labour or uterine 
dyskinesia. 
Apart from high incidence of anaemia, low birth weight and prinatal 
mortality which are explained by poor ANC and low socioeconomic 
status. Pregnancy is not risky.(12)            
The risks of antenatal complications, such as anaemia, 
haemorrhage and pre-eclampsia, were the same in both groups. 
The much-published low birth weight of babies born to teenagers 
was not observed; the weights of the babies in the two groups 
were similar. The caesarean section rates of 12% and 15% for the 
study and control groups, respectively, compared very well with 
the rate in the general obstetric population, indicating that the risk 
of cephalopelvic disproportion (the commonest indication for 
caesarean section) is the same among all primigravidas, whatever 
their age. The perinatal mortality rate was, however, slightly higher 
among the teenagers (58.2/1,000) than among the older mothers 
(40.7/1,000), although the difference was not statistically 
significant. Therefore the notion held by many people who practice 
midwifery that teenage mothers are, because of their age alone, 
more disadvantaged in terms of obstetric performance, is not 
absolutely true.(54)            
      Preponderance of primigravida (76.6%) and cases from rural 
areas (51.3%) were recorded. Antenatal care was nil or 
inadequate in 48.6% cases. Eclampsia and pre-eclampsia affected 
teenage mothers (10.6%) were much more frequent than mothers 
of 20 years of age and above (5.2%). Incidence of 30% low birth 
weight baby, 20.1% prematurity and 16.4% perinatal mortality 
were recorded.(55) 
    Anemia of pregnancy was commoner (60%) among the 
adolescents than the adults (14.8%). Toxemia of pregnancy was 
also more common (5%) among the adolescents than the adults 
(2.4%). However hypertension was more common among the 
adults (13%) than the adolescents (2.6%). Babies born to 
adolescent mothers had lower birth weight than those born of adult 
mothers. There were no significant differences in Apgar Scores 
among the 2 groups. (56) 
      The outcome of pregnancy and delivery was studied in 122 
teenagers (under 18 years) and matched controls. There were no 
differences in complications during pregnancy, delivery method or 
outcome of pregnancy as measured by perinatal mortality and 
morbidity. Premature deliveries were more common in patients 
who did not visit health centers or maternity outpatient clinics. (57) 
 
 
 
 
 
 
 
 
 
 
Methodology 
Study Design and Duration 
 The study was cross-sectional in nature, done in a period of 
seven months started from 1st of June 2004 to 31st of December 
2004.  
 Study Area 
 The present study was undertaken in Omdurman Maternity 
Hospital. This hospital is the biggest specialized hospital in Sudan, 
it is a referral unit for complicated cases in the district and it also 
presents medical services to more than one third of the population 
in the capital of Sudan, whom lives in Omdurman Town. It 
represents the national capital of Sudan. The total population of 
the town is 1432016 people, the total number of females who were 
in the child bearing age were 334946. (58) 
    Study Population 
The study sample is formed from 230-singleton primigravida, who 
delivered in the labour ward during this period and their age is 15-
19 years whom they were called teenagers or adolescence 
pregnancy the control sample is 206-singleton primigravida who 
delivered in the same period and their age is 20-25 years. 
       To eliminate the influence of age, parity and multiple 
pregnancies on birth weight and mode of delivery on newborn. 
The Inclusion Criteria are primigravidae with singleton 
pregnancies aged (15-19yrs) were included as study group, and 
primigravdae aged (20-25yrs) were included as control group.  
The exclusion criteria are all ladies who did not fulfilled the 
criteria above. 
 The findings of obstetric complications, fetal outcome and mode of 
delivery were collected using a designed questionnaire from both 
groups with the same variables, from the delivery room after 
having a verbal consent from the lady her self if possible.  
       The occurrence of maternal complications documented in the 
questionnaire, with laboratory investigations noted and compared 
clinical pallor, wherever noted, was not included as evidence of 
anaemia; only when blood reports Hb% less than 10.5 gm/dl (as 
per WHO recommendations). Pregnancy induced hypertension 
(PIH), including eclampsia, was noted on presence of blood 
pressure more than or equal to 140/90 mm Hg and/or presence of 
albuminuria in urine analysis. Preterm labour was identified with 
onset of labour at less than 37 weeks of gestation calculated from 
last menstrual period (LMP) from history, if uncertain the 
gestational age calculated either by previous USS or clinically. For 
the study of neonatal and perinatal deaths only the period of stay 
in hospital is considered.  
Thus, maternal complications, mode of delivery and fetal 
outcome obtained and compared between the two groups. The 
differences in observations of the two groups were tested 
statistically using computer program the Statistical Package for 
Social Sciences System (SPSS-11) for Windows. Test of 
significance between the study and control groups was done using 
the Chi-square test and P-value of less than 0.05 was considered 
statistically significant, and the data presented in form of figures. 
                                     
 
 
 
 
Results 
 
 It was observed that 83.2% of the study group, and 91.2% of 
the control group were house wives, while 7.4%, and 6.8%were 
students from the study and control group respectively7.4% of the 
study group were workers while (1.9%) of the control group were 
workers. (Fig. 1)  
 Concerning the education of the mothers 74.8% from the 
study group and 55.8% from the control group were primary school 
graduates, 17.4% from the study group and 39.8% from the control 
group were secondary school graduates, and 7.8% from the study 
group and 4.4% from the control group were illiterate. (Fig.2)   
 The occupation of the husband was found to be in study and 
control group, as follows, laborers 74.8%, 56.3%, employees 
25.2%, 43.7respectively. (Fig. 3) 
 It was observed that 87% of the study group and 89.3% from 
the control group pregnancy was achieved before the completion 
of the first year. 7.4% of the study group and 7.8% from the control 
group became pregnant within the first two years, while 5.6% from 
the study group and 2.9% from the control group became pregnant 
after 2 years of marriage. (Fig. 4) 
 90.9% of women from the teenage  (study group) delivered 
babies with gestational age equal or more than 37 weeks while 
9.1% delivered  less than 37 weeks. 89.9% of the control group 
delivered equal or more than 37 weeks, 10.1% of them delivered 
prematurely.  (Fig. 5, 9)  
 65.2% of women of the study group, had received < 5 visits 
of antenatal care, 34.8% attended 5 or more ANC visits. In the 
control group, 57.3% received >5 ANC visits, while 42.7% received 
<than 5 ANC visits. (Fig.6) 
 Anaemia (Hb < than 10.5g/dl according to WHO definition) 
was found in 55.2%, 41.7% in both the study and control groups 
respectively, while 44.8% from the study group and 58.3% of 
control their Hb was found > than 10.5g/dl. (Fig.7) 
 It was observed that all ladies who were questioned (study 
and control) no one of them tried or used any method of 
contraception, and no illegitimate pregnancy observed in both 
groups. 
 In the study group, 88.7% were not complicated by PIH, 
while 11.3% of this group was complicated with variable degrees 
of PIH as follows, 7.4%, 2.2% and 1.7%, mild, severe and 
eclampsia respectively. In the control, 89.8% were not complicated 
by PIH, 10.1% were affected as follows, 7.3% (mild), 1.9% 
(severe) and 1% eclampsia. (Fig. 8)    
 90.9% of the study group was delivered prematurely, while 
89.8% of the control group was. (Fig.5, 9) 
 86% of the study group were delivered by vaginal route, 66% 
(SVD), 4.3% (by induction), 5.7% (prolonged), 4.3% (Ventouse), 
5.7% (forceps). In the control group vaginal delivery was found to 
be 83.5%, 64%(SVD), 5.3%(induction), 6.8%(prolonged), 
2.4%(Ventouse), 4.9%(Forceps). (Fig.10)  
 14% of the study group was delivered by EmC/S, while 
16.5% of the control group delivered by EmC/S. (Fig.11) 
 Concerning the indications for C/Ss in the study group, it was 
found as follows, 4.8%(CPD), 0.4%(FD), 4.3%(Breech), 
1.3%(malposition), 1.7%(severe PIH), 1.3%(eclampsia). In the 
control group, 2.4%(CPD), 2.4%(FD), 4.4%(breech), 
4.4%(malposition), 2.4%(severe PIH), 0.9%(eclampsia). (Fig.12) 
 (Fig.13) shows that 95.2% of the study group delivered A/W 
babies.0.0%(FSB), 0.4%(MSB), 4.3%(END), and the prenatal 
mortality was 47.8/1000, while in the control 95.1% were A/w 
babies, 1.9%(FSB), 0.5%(MSB), 2.4%(END), and the perinatal 
mortality was 48.8/1000. In 23%, 
 It found that 85.2% of the study group was delivered babies 
of 2.5 Kg or more, versus 78.4% in the control group. 
 Low birth weight is found to be 14.4% and 12.3% in the study 
and control groups respectively. (Fig.14) 
 The Apgar score at 5-mintes was found to be < than 10/10 in 
14% of the study group, while it is 10.7% in the control group. 
(Fig.15) 
 13% of the teens didn’t started feeding immediately, versus 
9.7% of the control. (Fig.16)   
 Postnatal there was 3.5% of the study group complicated by 
primary PPH mainly local injuries, on the other hand the control 
group, 2.4% developed PPH. (Fig.17)   
 
 
 
 
 
 
 
  
 
 
 
 
 
 
Discussion 
 
Mode of delivery 
Vaginal Delivery:  
 
 Concerning the mode of delivery, as seen in. (Fig. 15) 198 
(86%) of the study group versus 172 (83.5%) of the control were 
delivered by vaginal route, the difference is not statistically 
significant (P=0.773). The instrumental deliveries, in the study 
group were (4.3%) and (5.7%) by ventouse and forceps 
respectively, compared to (2.4%) and (4.9%), in the control, it is 
statistically different. Induced labour is (4.3%) of the study group 
Vs (4.1%) of the control, prolonged labour is (5.7%) Vs (5.9%) in 
study and control respectively, it was found that there were no 
differences in the types of vaginal delivery between the two study 
samples. (Indication for induction was mainly due to PIH in both 
groups).  
 From the above findings age has a little role in the type of 
vaginal delivery, but the role statistically is negligible. 
 In different studies done concerning this issue. Abu-Hieja et 
al in 2002(41), from Saudi Arabia, said that there was no significant 
difference between the two groups in the mode of delivery. while 
Ziadeh et al 2001(44) from Jordan, said NVD is commoner among 
teens 89.5% versus 72%. Gortzak et al 2001 (43), from Israel said 
operative delivery is not significantly different between the teens 
and adults.  Ambadekar et al 1999 (48) from India said operative 
interference is significantly higher in adult pregnancies (p, 0.001). 
Kumbi et al 1999(47) from northwestern Ethiopia, said teens were 
compared with adults, 11.8% versus 2.1%; prolonged labour. 
Verma et al in 1997(51) from India said 82.5% of teens delivered 
vaginally versus 76.5% from the control probably because of 
higher number of low birth weight. Weerasekera et al in 1997(50) 
from Sri Lanka said adolescent women had vaginal delivery rate of 
93% and forceps delivery rate of 2.3% compared to 88.6% and 
2.0%in mothers over 20 years, a statistically significant difference. 
Lao et al 1997(52) from Hong Kong said there was no difference in 
the types of labour.  While Gallais et al in 1996(53) from 
Guadeloupe, French west idies said there is an increase in 
instrumental deliveries among teens (ventouse, forceps). Ismail S. 
1994(12) from Sudan said there was no significant difference in 
instrumental delivery between the teens and adults forceps and 
ventouse 8.8% and 12% respectively.   
Caesarean Section: 
    
 From the study all C/S done were an emergency, 14% out of 
the study goup were delivered by abdominal route, versus 16.5% 
of control group, the difference is not significant statistically (P 
value is 0.451). The most common indications in the study group 
was found to be, CPD (4.8%), Malpresention (breech) 4.4%, 
severe PIH (1.7%) and Eclampsia (1.3%), compared to 2.4%, 
4.4%, 2.4% and 0.9% in the control group respectively. This is 
mainly due to inadequate ANC visits, in both groups and increase 
number of cases complicated by PIH among primigravida in 
general. Breech, and CPD and PIH can be detected in antenatal 
visits.  (Fig., 8, 11, 12,) 
 Studies done by Abu-Hieja et al 2002 (41), Gortazak et al 
2001(44) both telling there is no significant difference in C/S rate 
between the two groups, Kumbi et al 1999(47) said CPD is the most 
common indication for C/S, 11.8% versus 2.1%, Loa et al 1997(52) 
telling that it is significantly higher among control, 4.1% versus 
12.6%.Verma et al 1997(51) said that C/S rate lower in teens 17.5% 
compared to 23.5% in adults. Weerasekera et al 1997(50) said C/S 
rate is lower among teens 7% versus 11.4% in the control.  
Fetal out come: 
Preterm labour  
            In (Fig.5, 9) the prevalence of preterm labour was found to 
be 9.1% in the study group versus 10.1% in the control group, 
there is no statistically significant difference, This mainly due to the 
low educational level, poor antenatal attendance, low Hb% level, 
low socioeconomic class, were the majority of the cases are 
belonged. (Fig, 2, 3, 6,)     
 Gortazak et al 2001(43) said the rate of preterm labour is 
14.2% in the teens versus 9.8% in the control. While Loto et al 
2004(39) from Nigeria and Ziadeh et al 2001(44) are telling it is 
significantly higher in teens, Kumbi et al 1999(47) and Olausson et 
al 1999(49) from Sweden telling it is 21.8% versus 11.3% and 2.5% 
versus 1.7% respectively.  
Low birth weight      
 The difference between the study and control groups in low 
birth weight is not statistically significant (P value is 0.513) which is 
14.8% in the study group versus 12.6% in the control group. The 
high rate of LBW in both groups is mainly due to lack of regular 
ANC visits, prevalence of anaemia, low socioeconomic class, low 
education level and under nutrition. (Tables, 2, 3, 6,) 
 Loto et al 2004(39) Abu-Hieja et al 2002,(41) Gortazak et al 
2001(43), Ziaheh et al 2001(44) Kumbi et al 1999(47) Weerasekera et 
al 1997(50), Verma et al 1997(51) and Loa et al 1997(52) all agreed 
that low birth weight is significantly increased among teenagers.  
Perinatal Mortality 
 The perinatl mortality was found to be 47.8/1000 in the study 
group, while it was 48.5/1000 in the control group. Although it 
statistically insignificant (P value is 0.131), (Fig.13) most of the 
deaths were in the early neonatal period and mainly due to the 
premature neonates.   
 Abu-Hieja et al 2002 (42), Ziadeh et al 2001(44) and Kumbi et 
al 1999(47) said that the prenatal mortality is not significantly 
increased in teenagers, while Verma et al 1997(51) telling that it is 
significantly worse in teens it increased up to 80/1000. 
The Apgar score 
 The Apgar score at 5 minutes less than 10/10 was found to 
be 14% versus 10.7% in the study and control group respectively, 
this is not statistically different (P value is 0.306), (Fig.15) The 
cause is mainly due to prematurety which is prevalent in this age 
group, and to some extend due CPD. 
 Abu-Hieja et al 2002, (41), Kumbi et al 1999(47), Gallais et al 
1996(53) and Adedoyin et al 1989(56) all agreed that there are no 
significant differences between both the study and control groups. 
Breast Feeding             
 5.2% of the study group didn’t start to feed their neonates 
within hospital stay compared to 4.9% from the study group; this is 
mainly due to the lack of knowledge of how to practice breast 
feeding and short hospital stay. (Fig.16)            
Post partum Haemorrhge  
 Occurred only in 3.5% of the study group versus 2.4% in the 
control group, this mainly due to local injuries after instrumental 
deliveries.(Fig.17) 
Maternal morbidity and mortality 
 During the study it was observed that there were no cases of 
maternal mortality during the short stay in the hospital. 
Prevention:  
 All ladies in both groups, they intended to get pregnant, so 
no one tried to use any method of contraception, having the first 
baby in a family, is not a hope of the parents alone, but the all 
relatives and the whole community.    
 In western countries the majority of teens who got pregnant 
were unmarried, so they have many programmes for prevention of 
this pregnancy or induced abortion for the adverse social problems 
in their local community.      
       In a Muslim country like Sudan most of illegitimate 
pregnancies were negligible. There were no official records to 
know the depth of the problem.  
 
 
 
 
 
 
 
 
 
 
 
  
Conclusion 
In conclusion, it is obvious that from the study. 
1. Age is a risk factor for adverse out come and have a 
noticed role in the mode of delivery. 
2.  Education and socioeconomic status are the most 
important factors that play a key role through a good 
nutrition and regular ANC visits, which can reduce the 
incidence of pregnancy complications like anaemia, 
PIH, premature labour and malpresentations.  
3. These complications if detected earlier, the risks of 
prematurity, low birth weight, perinatal deaths and 
emergency operative deliveres will be reduced 
markedly.   
4. From the study no need for prevention programmes 
since all pregnancies were intended, on the other 
hand illegitimate pregnancies were unseen.             
 
 
 
 
 
Recommendations 
 
1. Education: to generalize the government education 
especially in the areas of poor classes, this is effective in 
delaying early marriage.  
 
2. Health education programmes through the media and in 
health centers showing the importance of ANC as a 
preventive measure for pregnancy complications, good 
nutrition and hygiene so as to get better pregnancy out 
come.  
 
3. To make the community aware about the complications and 
the consequence of early marriage  
 
4. To improve the socioeconomic conditions of the families by 
encouraging the governmental and nongovernmental social 
societies and affairs to change the standard of life to better, 
good nutrition, communications and transportation. 
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Questionnaire 
university of Khartoum 
Faculty of Medicine 
Post Graduate Medical Board 
Department of Obstetric and Gynaecology 
********************************************************** 
The impact of teenage pregnancy in 
Mode of delivery and fetal outcome. 
Name……………………………………………………………. 
Age:  
Residence: 
Occupation: 
Education: 
Husband occupation: 
Age of marriage: 
LMP.                                      EDD.                                            GA. 
ANC. visits.                              < 5                                  5 or more.               
Hb%.                     BP.                   Urine. Albumin.                Sugar. 
Contraceptive use. 
Complications: 
PIH.                        Mild.                    severe.                 Eclampsia.          
APH:                    PP.                    Abruption.                      Others. 
Preterm delivery. 
Mode of delivery: 
Spontaneous.         Induced.            Prolonged.            C/S (Em/El).   
Forceps.                Ventouse.             Ass. Breech. 
Indication for C/S:                             CPD.                              FD.       
Mal. presentation.                            Others. 
Fetal out come:       A/W.      Weight.        Apgar score. At 5 min.        
Feeding.                FSB.          MSB.      END           Congenital 
anomalies. 
PPH.                  Uterine.                  Local injury.  
 
 
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
